INTRODUCTION
Osteoporosis is a chronic disease characterized by progressive reduction of bone mass, leading to decreased bone strength and greater risk of fractures;
1 it is considered a public health problem worldwide. It has been estimated that 9 million osteoporotic fractures occur each year, the equivalent of one fracture every 3.5 seconds. 2 Although this is the most common bone disease, 3 many patients are not treated until the first fracture occurs. The Brazilian population is in the process of aging, as can be seen in the epidemiologic pyramids for the years 2017 and 2050. 4 This aging is accompanied by an increase in the prevalence of osteoporosis and the incidence of falls and fractures. 5 These fractures are associated with increased mortality, decreased functional capacity and quality of life, [6] [7] [8] [9] and increased spending in the health system. It is estimated that approximately 50% of women and 20% of men 50 years of age or over will suffer an osteoporotic fracture during their lives. Even though osteoporosis and osteopenia are a growing problem in older people, attempts to analyze the characteristics of osteoporotic patients in Brazil are rare. The objective of this study was to evaluate the epidemiological profile of the population affected by osteoporotic fractures (fractures of the proximal femur, the proximal humerus, the distal radius, and the thoraco-lumbar spine) treated in a tertiary orthopedic hospital over a three-month period, with or without a previous diagnosis of osteopenia or osteoporosis, in an attempt to correlate the clinical characteristics present in patients treated for osteoarthritis during the same period. Primary objective: To explore the epidemiological profile of patients with osteoporotic fractures treated in a tertiary orthopedic hospital, identifying factors potentially related to this fracture in relation to patients treated for osteoarthritis during the same period. Secondary objective: To describe the types of osteoporotic fractures treated in a tertiary center, along with function and bone mineral density in these patients. 
MATERIALS AND METHODS

Interventions
The participants filled out a questionnaire (Table 1) collecting data on demographic profile, fracture type, race, patient level of education, habits, personal history, previous fractures, level of physical activity, aids for locomotion, place and time of the accident which caused the fracture, use of medications and behavioral measures to treat osteoporosis, and functional assessment [Katz and Lawton and Brody]. 11, 12 Patients with proximal femur fracture completed the Harris Hip Score (HSS) 13 and fragility score (SHARE) questionnaires.
Statistical analysis
Patient characteristics were described using absolute and relative frequencies according to groups for the qualitative variables, and association was verified using the chi-square or Fisher's exact tests. Summary measures (mean and standard deviation or median, minimum, and maximum) were calculated according to groups for quantitative variables and the groups were compared using Student's t-test or the Mann-Whitney test.
The unadjusted odds ratio was estimated for each variable to approximate the chance of osteoporosis with the respective intervals, with 95% confidence. The multiple logistic regression model was used to explain the osteoporosis group, selecting the variables that showed statistical significance in the bivariate tests and using backward stepwise selection with a 5% criterion for entry and exit of the variables (p<0.05). IBM SPSS for Windows software version 20.0 was used for these analyses, and Microsoft Excel 2003 was used to tabulate the data. The tests were performed at a 5% significance level.
RESULTS
The results of the questionnaires applied to 70 patients with osteoporotic fractures (OF) and 50 patients with osteoarthritis (OA) of the knee (or osteoarthritis of multiple joints including the knee) are summarized in Tables 2-4 . Table 2 shows that in isolation, patients with osteoporosis were statistically older on average (p<0.001), were less heavy and had lower BMI (p=0.003 and p=0.006, respectively), the frequency of white race was statistically higher in patients with osteoporosis (p=0.011), patients with osteoporotic fractures were statistically less likely to be married (p=0.008), and this group had more previous falls, previous fractures, old fractures (> 1 year), falls over the past 12 months, fractures from falls, and needed more assistance (p<0.05) than patients with OA. Patients with osteoporotic fractures reported less disability in the lower limbs, pathology in the feet, muscle weakness, hypothyroidism, and vitamin D consumption than patients with OA. Using the functional scale by Lawton and Brody, 12 their scores for instrumental activities of daily living (IADL) were lower (p<0.05). Table 3 shows that together, race, marital status, previous falls, pathologies in the feet, muscle weakness, hypothyroidism, previous fractures, and Lawton and Brody IADL score 12 explained the patients with osteoporosis independent of the other characteristics we assessed (p<0.05). White patients were 10.48 times more likely to present osteoporosis than nonwhite patients, single patients and those with other marital status had a statistically greater chance of osteoporosis than married patients, patients who had previous falls were 11.39 times more likely to have osteoporosis than patients without previous falls, and patients with previous fractures were 4.13 times more likely to have osteoporosis than patients without previous fractures. Pathologies of the feet, muscle weakness, and hypothyroidism presented similar protections for osteoporosis, with the chance of osteoporosis approximately 86% less for each of these characteristics, and each one-unit increase in the Katz and Lawton IADL score 12 decreased the chance of osteoporosis by 29%. Table 4 shows the profile of patients with osteoporotic fractures treated in a tertiary trauma center, with an 81% incidence of patients with hip fractures, confirming that osteoporosis accompanies this fracture in mean bone densitometry values.
DISCUSSION
Osteoporosis is a chronic disease characterized by progressive decrease in bone mass, leading to decreased bone strength and greater risk of fractures. 1 This disease can be characterized as primary or secondary. Primary osteoporosis can occur in both sexes at any age, but often occurs after menopause in women and later in men. 1 In this study we observed that the patients with osteoporotic fractures were older, a greater number were women (similar to the group with OA), weighed less, had lower BMI, and whites were more prevalent (Table 2) , consistent with findings in other studies. 1, 14, 15 Perhaps because of the size and characteristics of the sample (older adults, Caucasians, and hip fractures were more prevalent) ( Tables 2, 3 and 4), consumption of glucocorticoids, and consumption alcohol and tobacco were not seen to have a large influence, as described in the literature, 1,14-16 but we found a protective relationship against osteoporotic fractures in married patients in relation to those with other marital status. (Tables 2 and 3 ) Pluskiewicz et al. 16 reported a tendency for more fractures in widows. Patients with osteoporosis presented more previous falls and more falls in the past 12 months, which together with the bone fragility caused by osteoporosis explains the higher incidence of fractures resulting from falls, old fractures (>1 year), and previous fractures. The higher number of falls can be partially explained by greater age and occasional sarcopenia in the OF group, 1, 15, 17 although these patients reported less disability of the lower limbs, feet pathologies, and muscle weakness than younger patients with OA. (Tables 2 and 3) This could be partially explained by patients with OA who receive outpatient care for arthritis of the knee (isolated or involving multiple joints) which includes an educational program and periodic evaluations of functionality, raising awareness among these patients of the functional loss and deformities they exhibit. 18, 19 This differs from the group receiving care for fracture, who still need to be assessed functionally and complete an educational program to develop awareness of what led to the osteoporotic fracture, the types of osteoporosis, the risks of their condition, and necessary treatment, along with consolidation of the fracture in question. Because a significant number of patients in the OF group did not report muscle weakness, muscle weakness was statistically indicated as a "protective factor" against osteoporotic fractures. (Tables 2 and 3 ) Muscle weakness was not assessed objectively. We believe that patients with fractures from fragility are not aware of muscle weakness, since these patients fall more often, have more previous fractures, and present lower scores for instrumental activities of daily living. (Tables 2 and 3) To explore this fact, a future prospective study in this group of patients will objectively explore muscle strength. Lower vitamin D intake among the OF group in relation to the OA group associated with more previous fractures may indicate a failure in primary and secondary prevention of osteoporotic fractures. As mentioned, the OA group was monitored by a multidisciplinary team for OA and comorbidities. 9, 18 Secondary osteoporosis occurs when an underlying illness, disability, or drug causes osteoporosis. We failed to ask specifically about hyperthyroidism, and found that the OF group showed less hypothyroidism than the AO group, indirectly corroborating the fact that hyperthyroidism tends to be more frequently associated with osteoporosis, among the endocrine diseases. 20 Considering the surgical treatment that the hip fracture requires, in this tertiary center we found a much greater number of hip fractures than other fractures caused by osteoporosis (spine, wrist, and shoulder). (Table 4 ) However, the patients had densitometric osteoporosis and most did not take calcium replacement, vitamin D, or medication for osteoporosis, (Tables 2 and 4) showing the need for an educational program and multidisciplinary treatment for these patients which takes into account the financial, physical, and psychosocial problems that affect the individual, family, and community. 
CONCLUSIONS
Together, race, marital status, previous falls, foot pathologies, previous fractures, and IADL scores define the profile of patients with osteoporotic fractures in this center.
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